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had encouraging results with supratrigonal
vesicolysis in the management of a carefully
selected group of these hypersensitive
bladders.
The longest follow-up is now nearly five

years, but the immediate clinical result in
most of them has been so striking that it
seems probable that this relatively simplie
operative procedure offers a very fair chance
of symptomatic relief, at least for a reason-
able period. If this is so, it would certainly
have a clear advantage over both long-term
steroid therapy and repetitive bladder dis-
tension, and the details of our series will be
presented to the British Urological Associa-
tion meeting in July.

Secondly, we would like to express some
degree of disagreement with the statem-nt
in your leader that the results of cysto-
plasty for patients with interstitial cystitis
are disappointing. In our experience it has
offered the great majority of patients a
reasonably normal restoration of their
bladder function.
With regard to cystoplasties in general, it

is important to appreciate that bowel peri-
stalsis is not an adequate replacement of the
vesical detrusor. Selective relaxation of the
sphincter mechanisms is not infrequently
required to overcome the relative outflow
obstruction that results from this iatragenic
voiding imbalance, and the complications of
residual urine, infection, stone formation,
and pyelonephritis are usually avoidable by
a proper attention to postoperative super-
vis;on and outflow rebalancing. In our series,
cystoplasty failure rate is about 10%; mostly
patients in whom it proves impossible to
establish a balance between voiding efficiency
and continence. The great majority of the
remaining 90% void at two to three hourly
intervals with reasonably normal urinary
control and bladder sensation.
When a cystoplasty is performed for inter-

stitial cystitis it is particularly important to
ensure that the hypertensitive bladder is
resected almost to the margins of the trigone,
in order to reduce the chance of persistent
bladder pain and hypersensitivity.-We are,
etc.,

PETER WORTH
RICHARD TURNER-WARWICK

Department of Urology,
Middlesex Hospital,
London W. 1

SIR,-Your leading article on "Interstitial
Cystitis" (11 March, p. 644) gives an ex-
cellent summary of its main features, but
omits a method of treatment which I believe
offers great promise. I refer to denervation
of the bladder, a procedure which is of in-
creasing interest to urologists.

Interstitial cystitis is rare; consequently I
have myself had the opportunity of treating
only one patient by denervation. This is a
woman of 56 who presented three years ago
with a classic Hunner's ulcer. Dilatation
afforded increasingly less relief of her
symptoms, and a course of prednisone had
no effect. She reached a point where she
agreed to urinary diversion, and as I thought
that, theoretically at least, denervation
should help her condition, I proposed this
as an altemative, and pointed out to her
the experimental nature of the procedure.
Denervation was performed in August 1971.
Within 24 hours of operation she declared
herself symptomatically improved, and has

had no urinary symptoms of any sort since
that time. At cystoscopy a fortnight ago-
seven months postoperatively-her bladder
capacity had increased from 160 ml pre-
operatively to 500 ml. There is no residual
urine. The ulcer has healed and the bladder
looks normal
The technique of denervation was briefly

described by Turner-Warwick in another
context.' My colleague Mr. W. Keith Yeates
and I have used this operation now on a
number of patients and we have developed
a simple and satisfactory operative technique.
Only one patient with interstitial cystitis has
so far had a bladder denervation; the re-
mainder have suffered from a variety of
symptoms arising from hyperactivity of the
detrusor presumably of neurological origin.
Our results so far have been excellent,

and will be submitted for publication at a
later date. The operation consists of circum-
ferential supratrigonal division of the
bladder with complete disruption between
the two parts. Normal anatomy is restored
by cysto-cystoplasty. This causes motor de-
nervation of the supratrigonal detrusor. It
is easy enough to formulate a hypothesis to
explain the effect of this operation on
Hunneres ulcer, but as yet there is no proof.
So far as I amn aware, supratrigonal motor
denervation has not yet been described in
the treatment of Hunner's ulcer.

Admittedly one patient is not conclusive
evidence. In this instance, the result has
been so impressive that I shall certainly
consider denervation at an early stage in
future patients suffering from interstitial
cystitis.-I am, etc.,

D. M. ESSENHIGH
Department of Urology,
Newcastle General Hospital,
Newcastle upon Tyne
1 Turner-Warwick, R. T., and Ashken, Handley

M., British Yournal of Urology, 1957, 39, 3.

Papillary Necrosis in a Transplanted Kidney
SIR,-Dr. R. P. S. Edmondson and others'
report (26 February, p. 547) prompts us to
record a similar case, in which the associa-
tion between rejection and papillary necrosis
was conspicuous.
A 26-year-old man, on our maintenance

haemodialysis programme since 1969 for
end-stage glomerulonephritis, received a
kidney transplant on 22 October 1970. The
donor was a man, aged 42, who died of
brain damage. The recipient was not
diabetic. Blood groups of donor and re-
cipient were identical. HL-A compatibility
studies disclosed two identities and two
potential incompatibilities. There were no
detectable preformed cytotoxic antibodies
against the donor's lymphocytes in the re-
cipient's serum. Total ischaemia time was
225 minutes (cooling with Collins's solution)
and the surgical procedure was uneventful.
Initial treatment consisted of prednisone
1/3 mg/kg and azathioprine 3 mg/kg. A
brisk diuresis followed declamping (300 ml/
min) but the urine output soon started to
decline: 125 ml/hr at 24 hr, then 80 ml/hr
at 48 hr. Pain and fever together with pro-
gressive anuria led us to increase the dosage
of prednisone to 2 mg/kg without improve-
inent. On the seventh day the patient passed
a piece of soft tissue, without pain or
haematuria. Histology disclosed the typical
aspect of necrotic renal papilla. The follow-
ing day the patient was anuric. Percutaneous

renal biopsy yielded a black piece of in-
farcted kidney tissue.
Nephrectomy was done. The renal vessels

and the ureter were patent. The whole sur-
face of the swollen kidney was mottled with
black and reddish areas. Section disclosed
scattered foci of necrosis in the cortex, pre-
dominating in the corticomedullary junc-
tions. Most of the papillae were necrotic, and
several had sloughed off.

Histology showed a necrotic cortex, in-
vasion of the interstitium by erythrocytes
and round cells, and tubular necrosis. Intra-
renal vessels were mostly normal. The
medulla was destroyed by interstitial
haemorrhage. No fixation of antisera was
detected on the glomeruli. Using immune
fluorescent techniques, round cells fixed
anti-IgM antiserum. Most of the peritubular
capillaries fixed the antifibrinogen serum.

In our opinion, this case demonstrates
that papillary necrosis can indeed be due to
acute rejection.-We are, etc.,

C LEROUx-ROBERT
A. MEYRIER

L. MOREL-MAROGER
J. D. SRAER

Nephrology Unit,
Tenon Hospital,
Paris, France

Suction Retractor
SiR,-Mixed parotid tumours may be diffi-
cult to enucleate, since conventional tissue-
holding forceps tear out when any tension
is exerted on them. Similar problems may
also be encountered with branchial cysts
or malignant nodes. It may not be possible
to manipulate the tumour so that its under
surface can be adequately visualized.
The suction retractors (Fig.) are made

up in sets of three cup sizes. The cup is
applied directly to the tumour, in place of
tissue forceps. In practice the middle size
of cup has been found adequate for most
situations. The other end of the instrument
is fitted into the sucker tubing. The amount
of suction can be increased by covering the
hole at the side of the adaptor fitting.

These retractors, known as "Burke's Trum-
pets," may be obtained from Peacocks Surgical
Medical Equipment Ltd., Newcastle upon Tyne.
-I am, etc.,

MICHAEL BURKE
Newcastle upon Tyne

Islets of Munchausen

Srm,-In his article on spontaneous hypo-
glycaemia (12 February, p. 430) Professor
Vincent Marks did not discuss self-induced
hypoglycaemia-no doubt because this type
is neither spontaneous nor common. A young
man suffering-if this is the correct word-
from this condition was admitted to the
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Central Hospital, Wick, in early 1971. He
was tak&n there by the police who had found
him lying unconscious in the street on a cold
winter's evening. In his pocket there was a
card stating that he was a diabetic taking
16 units of solub!e insulin twice daily, on
his wrist there was a diabetic identification
bracelet, and in a holdall an insulin syringe
and soluble insulin. Hypoglycaemic coma
was diagnosed. A Dextrostix reading was 65
mg/100 ml; he was given intravenous dex-
trose and recovered consciousness although
remaining dazed.
On subsequent days he was given no

insulin by the nursing staff, his urine glucose
tests were almost all negative, and his blood
sugar values remained low. He had several
episodes of hypoglycaemia relieved by oral
glucose, the lowest laboratory blood glucose
value obtained being 40 mg/100 ml. Only
after the insulin syringe and insulin had been
removed from his possession did the hypo-
glycaemic attacks cease, although it must be
observed that we had no direct proof of
insulin self-administration. No oral anti-
diabetic drugs were found in his possession.
He said he was a seaman who had travelled

from London to Wick for a holiday-a sus-
picious act when done in winter. After being
given confusing information we eventually
learned that the name on the diabetic brace-
let and card was not his, and he explained
that he had been sailing under an assumed
name after his failure to conceal diabetes
had been detected while he sailed under his
own name. A postal strike was in force at
the time he was in the Central Hospital and
it was difficult to check precisely on other
aspects of his history. For a time the possi-
bility of organic hyperinsulinism with secon-
dary brain changes and personality distur-
bance was considered, but later discarded.
Later I learned from his family doctor that
this patient was known as a psychopath but
not a diabetic, and that the family doctor
had never given him insulin. Apparently
he had had several emergency admissions
to other hospitals because of diabetes and
hypoglycaemia, and one hospital did dismiss
him as a psychopath after proper investigation
of carbohydrate tolerance. On one admission
to Doncaster Royal Infirmary he had an
epileptic attack and had been taking tolbu-
tamide tablets.
Munchausen syndrome was diagnosed,

and despite confrontation with evidence of
falsehood he remained courteous and evasive.
He left the north quite amicably deprived of
his insulin and insulin syringe. Nothing has
been heard of him since.-I am, etc.,

P. D. ROBERTSON

Caithness Central Hospital,
Wick, Caithness

Bone Disease after Gastrectomy

SIR,-I was consulted one weekend by a
50-year-old graduate school teacher, who
had comne to spend her half term in the
country. She was complaining of severe
pains in her ribs and in one foot. These
pains had been diagnosed as fibrositis, and
she had been receiving vigorous physio-
therapy for the previous three months. Un-
fortunately the pains were getting worse,
and they were aggravated both by physio-
therapy and by travelling to the hospital by
crowded trains. She did not really want to

trouble me, but she had run out of her
pain-killing tablets. She gave a past history
of chronic duodenal ulceration, which had
been cured by a partial gastrectomy opera-
tion performed at the teaching hospital four
years earlier.
On examination I found tender swellings

overlying some of her ribs and metatarsal
bones. I therefore had her x-rayed at the
cottage hospital and found five pathological
fractures together with partial decalcification
of the skeleton, especially the vertebrae,
which were in danger of collapse.
With this experience in mind, I welcome

your recent leading article on "Bone Disease
after Gastrectomy" (19 February, p. 461).
Osteomalacia may be a crippling and de-
forming condition, particularly when the
vertebral column is severely affected. But,
like other diseases of insidious onset, it may
be easily missed unless a high level of diag-
nostic suspicion is maintained.-I am, etc.,

W. M. JORDAN
Bunsay, Suffolk

Removal of Extruded I.U.D.

SIR,-We reead with interest Dr. R. S.
Ledward and others' (19 February, p. 508)
report of the removal through a laparoscope
of an intrauterine contraceptive device ex-
truded into the abdominal cavity.
We have recently seen two such cases of

extrusion of an intrauterine device through
the uterine muscle into the pouch of
Douglas. In each case the device was fairly
simply removed by colpotomny.
In the first patient, a 34-year-old woman

who had two children, the string of the
intrauterine device was noted to be absent
on cervical inspection. There had been no
symptoms of perforation, but abdominal
x-ray and hysterosalpingogram confirmed the
position of the coil (Saf-T-coil) as being in
the pouch of Douglas. At examination under
anaesthesia the coil was felt to be free in the
pouch of Douglas, behind a mobile, ante-
verted uterus. The pouch of Douglas was
opened through the posterior fornix and the
coil was easily retrieved by two fingers,
passed through the incision. The peritoneum
and vaginal wall were repaired with catgut.

In the second patient, a 25-year-old
woman who had had four pregnancies, there
was some doubt as to the exact position of
the coil, but at examination under anaes-
thesia it was felt partially extruded through
the posterior uterine wall, mainly embedded
in the peritoneum on the posterior aspect of
the uterus, with the end protruding through
the peritoneum into the pouch of Douglas.
Colpotomy was again performed, and with
two fingers the device was grasped, manipu-
lated downwards, digitally freed from the
peritoneum, and removed. Both patients had
a painfree, uneventful postoperative course
and were discharged within 48 hours.
Colpotomy as a method of removing an

extruded intrauterine device was mentioned
by Ratnam and Yin1 (who reported one
case) and Ledger and Wilson2 (who reported
five cases), but no actual description of the
method is given. In view of the painfree and
uncomplicated postoperative course and the
short stay necessitated in hospital, we
recommend this method in cases in which
the coil can be felt in the pouch of Douglas
as a good alternative to the more major

procedures of laparotomy and laparoscopy.
-We are, etc.,

U. E. MouNTRosa
W. L. WHITEOUSE

Westminster Hospital,
London S.W.1

I Ratnam, S. S., and Yin, J. C. K., British Medical
Yournal, 1968, 1, 612.

2 Ledger, W. J., and Wilson, J. R., Obstetrics and
Gynaecology, 1966, 28, 806.

Recurrent Urinary Infections

SIR,-May I add to the recent question and
answer (12 February, p. 428) and corre-
spondence a third voice upon the matter of
pyelograms?
Dear Hugh and Andy,

I am sure that every radiologist would
agree that if every excretion pyelogram
were to be performed by a high dose
(infusion) technique with routine tomo-
graphy then there would be a small pro-
portion of cases where significant addi-
tional information was obtained.

Alas, Hugh, I fear that writing as you
do from that curious atmosphere of St.
Peter's Hospital which is at one and the
same time both rich and rarefied, it is
possible that the simple economics of the
matter may have escaped you.
My colleague and I have just been

checking the list of x-ray equipment being
ordered for the new district general hos-
pital at Sidcup, which is approaching
completion after nearly a quarter of a
century on (or in?) the stocks. We have
graciously been permitted to choose the
make of the eqwpment to be supplied, but
we have had little voice as to the actual
items, and the regional board has refused
absolutely to provide any piece of
specialized tomographic equipment. The
most that they would authorize was a
"tomographic attachment." I think, Hugh,
that you are old enough to remember
these rather useless gadgets of a quarter
of a century ago that took so long to set
up and gave such poor results that they
spent most of their lives hanging on the
x-ray room wall
Even were the board to supply a proper

tomograph this would not really end the
matter. If every excretion pyelogram per-
formed at a busy fair-sized district general
hospital were to be done using this tech-
nique then the additional cost per annum
would be of the order of £8,000, and
would roughly equate with the salaries of
one additional consultant radiologist and
one registrar. I have little doubt in my
own mind as to whether the radiologists
or the pyelography would make the
greatest overall contribution to the services
provided by the hospital. After all, on the
odd occasions when an ordinary pyelo-
gram gave inconclusive results, one could
always pop the patient over to St. Peter's.
-I am, etc.,

H. GLYN JONES
Shoreham, Kent

Simple Method of Measuring Disuse
Atrophy

Sm,--The measurement of muscular wasting
forms an important part of a record of the
patient's clinical condition. The amount of
wasting is a statement of absolute fact con-
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